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1) By afiiring my signature or thumb impression on this Form, I
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activities/achievem€nts. Such use of my photo & details can be

for which assistance is being requested

2) I (Appticant) further agree that any such use of my name, address. photo & details of the 'purpose', for lvhich such assistanc€ is requested/granted,
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(Applicant) hereby agreo & authorise Koshika Foundation and it's Truslees to

s of the "purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating intormation about it's
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c6ntrmation essentiatty st;tes that the Hospitalwill n;t avail any duplicaie assistance for the same patienucase from 8ny other NGO or any other sourc€.

ziit u 
"isttin"u 

f|.oni Koshika Foundatio;isonty financrat in ;ature. The choice of the treatmenuprocedure advisedi conducted by the Hospilal on lhe

plfi"nt, ii 0"""0 on ttr" arrangoment betwee; ihe'patient & the Hospital, and is in no way influenced by Koshika Foundalion H€nce. the Hospital will

i"ir.i, *t" C .orpf"te resp6nsitility ot ttre treaiment & it's outcome & safety of th€ patlent. and Koshika Foundation will havs no role or .esponsibility

APPLICAITS SIG}IATURE OR LEFT THUITIB I PRESSION :

! *<+*f,wmr t4$ct frm

MFSS.Ms,FPiF.,rrc o
-'o4tsE ot' e mf,m. 0rdrsfrrPPti.

Er{(ttOql{oFo(Efr{a

0443-2024


